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Appendix 26
PASAAR Roster Claim Form

DEPARTMENT OF HEALTH AND SOCIAL SERVICES STATE OF WIBCONSIN
DIVISION OF HEALTH

DOH1104 ICO8M2) Active Treatment for Mentally il Nureing Facliity Resid:
Roster Claim Form
Facility Nsme and City , Page ___ of ___
Facility Medical Assistance Number Month =~ Yes
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. Date on the letter sent to the facility from the county or the State Office of Mental Health indicating the need for active treatment. Page Totd
**  Number of in-houss days X $9.00
CERTIFICATION: i
This ie to certify thet the foregoing information is true, te and 1 und d that pay t and eatisfaction of this cleim will be from state funde, and that any false cleims, stetements,
documents of siment of material fact, may be prosecuted under Bv:o!. state _.i.
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